Background: Approximately 11.7 million Mexico-born individuals were living in the U.S. in 2007, and an estimated 56.9% were uninsured for all of 2006. The uninsured receive the majority of their health care from the U.S. safety net. Binational health insurance (BHI) between the U.S. and Mexico is a potential way to improve access to better coordinated care at a lower cost than conventional insurance. BHI plans in California currently have approximately 100,000 to 150,000 enrollees; however, little has been published about reimbursement differences between the U.S. and Mexico as well as the amount of health care accessed by BHI enrollees in Mexico.
United States. However, if the BHI plan benefit design does not have strong incentives for enrollees to access Mexico-based care, the potential savings from lower cost care in Mexico will be muted due to low substitution of Mexican for U.S. care. Based on the plans analyzed, it appears that BHI plans offering comprehensive care in the U.S. with solely a POS option in Mexico are unlikely to drive utilization to Mexico and significantly lower costs. 
I. Introduction
Approximately 11.7 million Mexico-born individuals were living in the U.S. in 2007, and an estimated 56.9% were uninsured for all of 2006 (Camarota, 2007) . Many immigrants will remain uninsured, even though the Patient Protection and Affordable Care Act was enacted in March 2010. The uninsured receive the majority of their health care from the U.S. safety net, primarily from community health clinics for primary care and limited specialty care, and from public and non-profit hospitals for emergency care.
Many-over 250,000 California adults in 2001-cross the border into Mexico for care (Wallace et al., 2009) . Because their care is not well coordinated across providers and because its financing originates from multiple sources that sometimes have conflicting incentives, the care is not being delivered in the most efficient manner. Binational health insurance (BHI) between the U.S. and Mexico is a potential way to improve coordination of care and to better align incentives for lower cost care. In addition, BHI is more affordable than conventional insurance because of the lower cost of care in Mexico.
However, few studies have analyzed BHI.
Study Objectives
This study's specific research questions include the following:
A. What are the relative physician reimbursement rates between the U.S. and Mexico for different health care procedures?
B. How is the BHI plan benefit design related to the share of health care utilization obtained in Mexico?
C. What is the association between HMO enrollees' distance to the U.S.-Mexico border and their use of a Mexico-based provider as a point of service (POS) option?
The findings from these research questions will inform both U.S. and Mexican policy makers about the extent that BHI can be used to increase coverage and reduce health disparities of the Mexican immigrant population. This will help inform decisions about whether public funds should be used to subsidize BHI, either directly through subsidizing premiums (e.g., within the to-be-formed American Health Benefit Exchanges) or from contracting with BHI providers through, for example, Medicaid. It will also inform policy decisions regarding health care capacity requirements, particularly in Mexico, if BHI enrollment were to increase. Our study will also inform policy-makers who are interested in developing a pilot for BHI.
II. Data
The primary data are from Sistemas Medicos Nacionales, S.A. de C.V. Notes: (a) SIMNSA's physician reimbursement as a percent of Medi-Cal's reimbursement is reported in 25-percentagepoint ranges, and the range is increased to 50 percentage points if the Medi-Cal reimbursement rate was less than $50. The ranges are used to protect the confidentiality of the SIMNSA reimbursement rates. The total and subtotal percentages are weighted, based on the number of SIMNSA observations. N: Number of SIMNSA claims. Data sources: SIMNSA claims data, Medi-Cal reimbursement rates, and Medicare reimbursement rates.
III.A.1. Limitations
The SIMNSA data is based on the CPT coding system, which is not available in Spanish, increasing the probability of coding errors. For approximately 4 percent of the claims we analyzed, the CPT code did not correspond to the CPT code description, and we removed these claims from our analyses. Based on discussions with SIMNSA, in general, and particularly for surgeries, the claim associated with a CPT code may include non-physician labor costs. However, this implies that our estimate of SIMNSA's physician reimbursement rates relative to the other payers' represents an upper bound, meaning SIMNSA's relative rates may even be lower.
The U.S.-Mexico health care reimbursement comparison is limited to physician services for which SIMNSA reimbursed providers using fee-for-service. Additional data and further research are needed to compare reimbursement rates for other physician services, inpatient hospital care, pharmaceuticals, etc., as well as to other health plans operating in Northern Mexico. Last, the comparison should incorporate patient cost sharing.
III.B. Binational Health Insurance Plan Benefit Designs and Mexico Utilization
This section analyzes how BHI benefit designs are associated with the share of enrollees' health care obtained in Mexico versus the United States. As discussed in Section II, the SIMNSA and Salud con Health Net plans have very different benefit designs with respect to covering care in the California. Recall, SIMNSA has its own plan, hereafter -SIMNSA plan.‖ SIMNSA also provides Mexico-based care for the Salud con Health Net plan. The SIMNSA plan only covers emergency and urgent care in California, while the Salud con Health Net HMO plan covers all care in California, and allows enrollees to access the SIMNSA network in Mexico using a POS option, with lower cost sharing.
For the Salud con Health Net plan, patient cost sharing between the California Health Net Salud Network and the SIMNSA Network varies among employers. Table 3 shows the cost sharing differences for a typical Salud con Health Net contract for common health care service categories. For physician visits, the California Health Net Salud Network copayment ($15) is similar to the SIMNSA Network copayment ($5).
However, for a hospitalization, the California Health Net Salud Network copayment ($250) is much higher than the SIMNSA Network copayment ($0), and similarly, for an outpatient visit to a hospital or skilled nursing facility, the California Health Net Salud Network coinsurance (20%) is much higher than the SIMNSA Network coinsurance (0%). (1) The SIMNSA Network cost sharing applies to Salud con Health Net enrollees with a California-based PPG who initiate a POS option with SIMNSA, as well as to Salud con Health Net ernollees who have SIMNSA as their physician provider group. 
III.B.1. Limitations
The primary limitation is that the Salud con Health Net did not market within San Counties. This section analyzes whether this distance difference was associated with whether an enrollee used the SIMNSA POS option.
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An enrollee's demand for utilizing the SIMNSA POS option is a function of price (i.e., the employee's expected cost sharing and value of time required to travel to the provider), price of the substitute (i.e., employee's expected cost sharing with a California provider and value of time required to travel to the provider), provider quality, employee's household income, and the employee's household tastes (e.g., language and cultural background). The hypothesis is that as the distance to the border increases, the use of the SIMNSA POS option will decrease, because of the additional time to travel to the provider. patient (37%) or a new patient (17%), and only a small number were for an emergency room visit (7%). The patients' diagnoses varied substantially; hypertension was the most commonly cited diagnosis (9%), followed by asthma (4%). The seven SIMNSA claims were mainly for the emergency room or surgery with various diagnoses, such as heart failure and deviated nasal septum.
III.C.1. Limitations
There are three key limitations. The estimated association between the distance to the U.S.-Mexico border and the use of the SIMNSA POS option is based on a small sample of enrollees, an average of 22 per year from [2004] [2005] [2006] [2007] [2008] . Additional utilization data is needed before conclusive results can be drawn.
Second, because we do not have data on the other demand variables, a key assumption is that those variables are not related to the distance to the border. The hypothesis was that as the distance to the border increases, the use of the SIMNSA POS option will decrease, but we found the opposite. This could be explained if, for example, the physician network in Los Angeles County was more limited than the physician network in Orange County, which could induce more Los Angeles County enrollees to use the SIMNSA POS option. Similarly, it could be explained if other demand characteristics such as enrollee income differed across counties. Additional data on such supply and demand factors would help isolate the effect of distance to the border on SIMNSA POS use.
Third, the employer county data are potentially unreliable because they do not always represent where the enrollee works. For example, the employer county denoted -18 -within the data may be based on a headquarters or regional office location, which may be located in county that is different from where the enrollee works.
IV. Conclusions
BHI plans between the U.S. and Mexico are a potential way to provide health insurance to uninsured Mexico-born individuals living in the United States. Physician reimbursement rates are significantly lower in Mexico as compared to the United States.
However, if the BHI plan benefit design does not have strong incentives for enrollees to access Mexico-based care, the potential savings from lower cost care in Mexico will be less because of lower utilization in Mexico. Further research is needed to determine the relative costs of non-physician services, and how different BHI plan benefit designs and patient cost sharing between the U.S. and Mexico affect enrollee health care utilization in Mexico. Based on the plans analyzed, however, it appears that BHI plans offering comprehensive care in the U.S. with solely a POS option in Mexico are unlikely to drive utilization to Mexico and significantly lower costs.
